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Background: After the war, which was conducted against Palestinian civilians in the
Gaza Strip, the prevalence of posttraumatic stress disorder (PTSD) among children and
adolescents has increased. The counselling department at the Ministry of Education in the
Gaza Strip applied a counselling program in schools in order to alleviate the effect of
exposure to war. The aim of the study is to investigate the effectiveness of the counselling
program after exposure to war-traumatic events among Palestinian children and
adolescents in the Gaza Strip.
Methods: The sample consists of 572 students aged 12–18 years old. Of them, 331
(57.9%) were female and 241 (42.1%) were male. Traumatic events were measured by
War-Traumatic Events Checklist (W-TECh). PTSD was measured by the Post-Traumatic
Stress Disorders Symptoms Scale (PTSDSS). Anxiety symptoms were adapted from The
Anxiety Symptoms Scale, and depression symptoms were measured byChild Depression
Inventory. Repeated measures design was employed as the counselling program was
applied in all the schools at the same time. Specifically, the data were collected from the
participants before the application of the counselling program and 2 months later.
Results: After applying the school-based counselling program, the prevalence of PTSD
(according to DSM-V) decreased from 57.5% to 45.6% among the children and
adolescents who were exposed to war-traumatic events. In addition, PTSD symptoms,
and emotional, somatic and cognitive functional impairment symptoms has decreased
after the implementation of the counselling program especially amongst girls.
Conclusions: The school-based counselling program was effective in decreasing the
PTSD symptoms among children and adolescents after the exposure to war-
traumatic events.
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More than 1 billion children under the age of 18 live in armed
conflict areas (1). These conflicts occur mainly in lower- and
middle-income countries, where 90% of the world's population
of children and adolescents live (2). In this regard, children may
have a sense of insecurity and altered daily functioning after
they have been exposed to war-traumatic events (3). Children
and adolescents growing up with political violence and
terrorism are vulnerable to intense psychological effects (4–6),
which lead to psychiatric symptomatology (7, 8). The
psychiatric symptomatology varied according to the context
of war that the children live in, cultural specific psychiatric
symptoms, the type of the trauma, the number of ongoing
traumatic and stressful events that the child has experienced,
and the impact of the traumatic event on the children's mental
health (9–12).
Most current research is focused on school-based programs in
order to reduce symptoms and enhance resilience among
children and adolescents exposed to traumatic events, whether
they have clinical symptoms or not (13). The school-based
programs have several advantages: They are highly accessible,
an effective form for alleviating psychological distress, non-
stigmatizing, and associated with positive change on the
students' lives (14, 15). Moreover, attending counselling
programs in schools has a positive impact on the studying and
learning of the students in secondary schools (16). In addition,
those who are attending school-based counselling have revealed
improvements in attendance and behavior (17).
Several studies have investigated the factors that protected the
children living in the war-related context through a
socioecological model. These protective factors may act at
several layers such as household, school, and community (18,
19). Therefore, schools are suitable context in which intervention
can be performed for children who have been exposed to
traumatic events. In the socioecological model, parents,
teachers, and mental health practitioners take part in the
intervention. As a result, children may be helped to improve
their mental health resilience during and after exposure to war-
related trauma (20).
School-based psychosocial structured activities, which
include play therapy, drama, and movement activities, were
found to enhance the wellbeing of children who were affected
by conflict in Northern Uganda (21). Furthermore, Loughry et al.
(22) found that structural activities such as drama, art, and
puppetry had a positive impact on Palestinian children's
emotional and behavioral wellbeing at the time of
political conflict.
The most recent systematic review study by Jordans and
colleagues (2) was aimed at assessing the developments in
interventions for conflict-affected children from 2009 to 2015.
The majority of interventions are group interventions, either
school-based or community-based. Furthermore, 90% of the
intervention programs are implemented by paraprofessionals
(e.g., teachers, social workers), with 95% receiving training for
the intervention. However, only 43% of the various intervention
programs studied showed positive overall promotion,Frontiers in Psychiatry | www.frontiersin.org 2prevention, and/or curative effects in terms of reducing
symptoms and enhancing wellbeing (2). In another systematic
review of psychosocial interventions, the researchers state that
there has been a paucity of rigorous studies, because the
publications mainly focus on posttraumatic stress disorder
(PTSD) as the outcome of the intervention and the outcome
evaluation (23).
Context of the Study
In the last war against the Gaza Strip in August 2014, Israeli
forces utilized air forces, rockets, and explosive weapons in the
attack. Around 2,216 Palestinians were killed, of whom 1,543
were civilians, and 10,895 were injured. In addition, 8,377 houses
were completely demolished, and 23,597 houses were partially
destroyed. Furthermore, more than 520,000 people were
displaced (24). As a result, the consequences of exposure to
war-trauma were severe. Approximately 425,000 children were
in need of psychosocial support; many of them needed focused
counselling sessions (25). Accordingly, the counselling
department of the Ministry of Education in Gaza designed a
psychosocial support program.
The intervention was performed in schools and conducted
following the socioecological paradigm. The intervention
activities were similar for all age groups, and the number of
students in each group ranged between 4 and 10 according to
the type of the activity of the group. The activities have been
chosen by the counsellor and the children participated in all
the activities. Therefore, there is no chance for researcher bias.
Those who carried out the activities including teachers, social
workers, and counsellors attended a 1-week training before
the start of the school. Professional counsellors from the
Counselling Department at the Ministry of Education in the
Gaza Strip trained them on psychosocial support program,
while parents received exact and detailed instructions about
the counselling program.
The short psychosocial support program was carried out over
1 week (five continuous days, 4 h per day). It consisted of specific
cognitive behavioral techniques, including psychoeducation and
speaking about past traumatic experiences along with the group,
expressive elements, such as structural movements (e.g., physical
exercises), cooperative games, and drama (see Table 1). The
general aim of the intervention is to assist the students to stabilize
themselves and feel safe as reasonably possible in the existing
difficult circumstances. The intervention aims to reduce the level
of specific psychological symptoms among children who are
exposed to ongoing war trauma and accordingly improve the
level of functioning.
The aim of the current study is to investigate the effectiveness
of the psychosocial support counselling program with children
who were exposed to war trauma. To the best of our knowledge,
this is the first study investigating the effectiveness of this
program, which was applied immediately after the 2014 war on
children who experienced continuous exposure to war trauma.
The research questions of this study are as follows:
Has the psychosocial support counselling program had a
positive effect in reducing the symptoms of exposure to
war trauma?March 2020 | Volume 10 | Article 1031
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psychosocial support counselling program related to age
or gender?METHOD
Participants
The sample consisted of 572 students aged 12–18 years old (M =
14.37, SD = 1.28). Of these, 331 (57.9%) were female and 241
(42.1%) were male. The entire sample attended a psychosocial
support counselling program led by trained school counsellors,
social workers, and teachers. The participants were recruited
from government schools in the Gaza Strip.
Design and Sampling
This study is a longitudinal pretest and posttest experimental
design (single subject design).
The Gaza Strip, where the study was conducted, consists of
five governorates (Rafah, Khan Younis, Middle Area, Gaza,
and North Gaza), which are referred to as places of residence.
Stratified random sampling was used to choose the
participants according to place of residence, type of school
(primary or secondary), and gender. Primary schools include
students from year 1 to year 9, while secondary schools
include those from year 10 to year 12. From each place ofFrontiers in Psychiatry | www.frontiersin.org 3residence, two types of schools (one primary and one
secondary) were randomly chosen. From these schools, one
boy school and one girl school were randomly chosen, with
one class from each school being selected. Hence, 30 classes
(10 classes from year 7, 10 classes from year 8, and 10 classes
from year 10) were chosen on the basis of five boy classes and 5
girl classes from each year. Hence, the total number of classes
was 30 (5 [place of residence] * 3 [year 7, year 8, and year 10] *
2 [male and female]).
Ethical Procedure
Children and adolescents were given information sheets about
the study and a parental consent form to give to their parents.
Ethical approval was gained from the Ministry of Education in
the Gaza Strip and the ethical committee at Kingston University
London, UK.
Data Collection
In order to collect the data, 30 social workers and school
counsellors were trained by the researcher to carry out the
study instruments with the children and adolescents in the
chosen schools. After obtaining consent forms from parents,
teachers, headmasters, and the Ministry of Education, the
social workers and school counsellors went to the schools and
administered the questionnaires to the selected students, after
getting consent from the students themselves. The social
workers and school counsellors explained the nature of the
study, its purpose, and how the students could respond to the
questionnaires. Self-reported questionnaires and interviews
were utilized to collect data from the participants. The
participants completed the questionnaires in two separate
sessions, with each lasting approximately 40 min. The data
were collected in September 2014, 1 month after the 51-day
war that was conducted against the people in the Gaza Strip
(pre-intervention) and 2 months after the intervention (3
months after the war).
Study Instruments
Interviews with children and adolescents were conducted in
schools to collect the data.
Demographic variables included age (12–18 years old),
which was categorized into three groups [(1) youngest age
group, less than 13 years old; (2) middle age group, 13–14
years old; and (3) oldest age group, 15 years old or more];
gender (male, female); family order (the first, the middle, the
last); family size (below or above six members, being the
average household size in the Gaza Strip) (26); type of
residence (city, camp, village); parents' education (no school
education, school education, higher education); parents' job
(employed, unemployed); citizenship (refugee, not refugee);
whether parents are alive or dead; and family income (below
or above US $600, as the poverty line in Palestine for a
household with five members is US $600) (26).
War-Traumatic Events Checklist (W-TECh): (27–29): Some of
the items were adapted from Gaza Traumatic Events Checklist
(30), the Trauma Questionnaire Scale (31), the Gaza Traumatic
Events Checklist (32), and the Checklists of TraumaticTABLE 1 | Psychosocial Support Program Activities.
Activities
Day 1 - Welcoming the students and their parents and providing psychosocial
support at the morning line through the school radio (psychoeducation
about trauma exposure, symptoms, and consequences was provided
through this activity).
- Survey of traumatized and injured students (full explanation about the
survey and the aim of it was provided by the counsellors).
- Storytelling activity from students and parents. The aim of this activity is
to let the students and their parents to express their feelings and
emotions about the traumatic event.
Day 2 - Providing extracurricular activities and strengthening religious and
positive attitudes and values. These can play a significant role in
decreasing the effect of exposure to traumatic events.
- Provision of free drawing activity for students followed by discussion of
their feelings about their drawings.
- Establishment of students' committees for volunteering works in each
class.
Day 3 - Providing extracurricular activities and strengthening positive attitudes
and values.
- Providing physical activities.
- Applying psychodrama and role play activities (parents actively
participated in these activities).
- Volunteer work activities with students, teachers, parents, and social
workers (e.g., visiting injured people in hospitals, families of those who
have lost loved ones in the war).
Day 4 - Open meetings for parents, teachers, counsellors, headteachers, and
social workers with local organizations working on social issues. Survey
of severely traumatized cases.
- Variety of activities (quizzes, poems, art activities).
Day 5 - Conclusion of the activities: open-day exhibit displaying students' art
works.March 2020 | Volume 10 | Article 1031
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that reflected the last traumatic war events that happened in the
Gaza Strip. The W-TECh consists of 30 items that cover war-
traumatic experiences, including human traumatic losses or
injuries and home demolition to adapt it to the nature of the
last war. The items about home demolition that occurred in the
last war in 2014 were as follows: Have you seen your neighbors'
house destroyed by shelling or bulldozing? Have you seen other
buildings destroyed by shelling or bulldozing? The W-TECh is
divided into three categories: (1) experiencing personal trauma,
in which children or adolescents are the target of war-related
traumas, such as being shot or injured with live ammunition; (2)
witnessing human trauma, in which children or adolescents
witnessed others (e.g., family member, friend, or neighbor)
being shot and/or injured during the war; and (3) seeing the
demolition of property, in which children or adolescents observe
the demolition of their home, school, and/or farm during the
war. A pilot study was conducted to ensure the validity and
reliability of the W-TECh. The results reveal that there is a
significant correlation between the exposure to personal trauma
items and the total domain (r = .269 to.524, P < .01), the
witnessing trauma to others items and the total domain
(r = .244 to.804, P < .01), and the seeing property demolition
items and the total domain (r = .265 to 768, p < .01). Internal
consistency reliability tests were run on the domains of W-TECh
and the total scale. The personal domain consisted of 12 items
(Cronbach's alpha = .646), the witnessing trauma to others
domain consisted of 10 items (Cronbach's alpha = .767), the
seeing properties demolition domain consisted of 8 items
(Cronbach's alpha = .614), and the total scale consisted of 30
items (Cronbach's alpha = .830). As a result, the scale exhibited
very good reliability and could be used in the study. Children and
adolescents respond to the W-TECh by indicating whether they
have experienced the traumatic event or not.
Post-Traumatic Stress Disorders Symptoms Scale (PTSDSS)
adapted from 33): This scale consists of 50 items and was
modified to include the diagnostic criteria of PTSD according
to DSM-V, which include intrusion symptoms, avoidance,
negative alterations in cognitions and mood, as well as
alterations in arousal and reactivity. Functional impairment is
also measured and includes items related to somatic symptoms
(e.g., I get tired easily), cognitive symptoms (e.g., I cannot stop
thinking about the traumatic event that I was exposed to),
emotional symptoms (e.g., I get tense and nervous easily
without good reason), social symptoms (e.g., I like to break the
rules of my family or school), and academic dysfunction
symptoms (e.g., I cannot concentrate on my studies). Children
and adolescents rated their experiences on a five-point Likert
scale (very often, often, moderately, rarely, or never).
Participants are considered to have PTSD when they a) have
been exposed to at least one traumatic event as measured by the
W-TECh; b) score moderately to very often on symptoms of at
least one intrusion symptom, at least one avoidance symptom, at
least two negative alterations in cognition and mood symptoms,
and at least two symptoms related to alterations in arousal and
reactivity; c) show significant alteration in functionalFrontiers in Psychiatry | www.frontiersin.org 4impairment; and d) the duration of symptoms is more than 1
month (34). The reliability Cronbach's alpha of this measure
is .94.
The anxiety symptoms scale (35): This is a brief self-report
scale assessing generalized anxiety disorder (GAD-7). The
participants completed the questionnaire by ticking the box
that reflected their responses on a four-point Likert-type scale,
as nearly every day = 3, more than half the days = 2, several
days = 1, and not at all = 0. GAD-7 average severity
interpretation: 0–4 none–minimal, 5–9 mild, 10–14 moderate,
15–21 severe. Cronbach's alpha for the anxiety scale was very
good at .83.
Child Depression Inventory (36): This is based on the shorter
version, which included 10 items, with an additional one on
harming the self-included after the piloting, and each item
consists of three sentences as responses. For example, the item
“feeling of sadness” is represented by three sentences: I am sad
once in a while; I am sad many times; and I am sad all the time.
The participants responded by choosing one of the three
sentences for all 11 items. The Cronbach's alpha is .801.
Statistical Analysis
A T-test was used to investigate the differences between two
variables (e.g., male and female) and one-way ANOVA was used
to examine the differences among three or more variables (e.g.,
type of residence: city, camp, or village). Mixed-design repeated
measures ANOVA was used with a within-subjects factor of
time, i.e., pre- vs. post-intervention, for the between-subject
factors of gender (male vs. female) and covariate of age
(youngest age group vs. middle age group vs. oldest age group)
in order to investigate the differences in the effects of the
counselling program. In order to determine the effect size, the
guideline interpretation of Hedge's g (37) was utilized, where a
small effect size is considered as being 0.20, a medium effect size
is 0.50, and a large effect size is 0.80 or more.RESULTS
Prevalence of the Exposure to War-
Traumatic Events, PTSD, and Functional
Impairments
The results show that almost every child or adolescent (99.1%,
N = 567) had experienced at least one war-traumatic event (M =
11.32, SD = 5.25). The most prevalent war-traumatic events were
witnessing or hearing shelling by tanks, artillery, or military
planes (89.3%, N = 511); witnessing the signs of shelling on the
ground (83.4%, N = 477); witnessing neighbors' houses being
destroyed (69.2%, N = 396); witnessing the injury or killing of
someone by the occupying forces (66.4%, N = 380); and
witnessing a friend, a neighbor, or a close relative being killed
by the occupying forces (62.8%,N = 359). The least prevalent war
traumatic events were shooting with live ammunition by the
occupying forces (4.2%, N = 24); being beaten by the occupying
forces (5.2%, (N = 30); witnessing one's house being destroyed
completely (7.9%, N = 45); being injured (e.g., wounds, burns, orMarch 2020 | Volume 10 | Article 1031
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(9.1%, N = 53); and being injured to the degree that one lost
consciousness (9.3%, N = 53). The war-traumatic events were
divided into three categories and the results reveal that about
97.6% (N = 585) had experienced personal trauma, 92.2% (N =
525) had witnessed trauma to others, and 96.9% (N = 554) had
seen the demolition of property during the war (see Table 2).
Of the entire sample, 57.5% (N = 329) met the PTSD criteria of
DSM-V 1 month after the war in 2014; 89.2% (N = 510) had re-
experience symptoms; 63.1% (N = 361) had avoidance symptoms;Frontiers in Psychiatry | www.frontiersin.org 590% (N = 515) had negative alterations in cognition and mood; and
78.1% (N = 447) had alterations in arousal and reactivity. Moreover,
about 45.8% (N = 262) reported moderate to severe somatic
symptoms; 75.5% (N = 432) reported moderate to severe
cognitive symptoms; 72.1% (N = 412) reported moderate to
severe emotional symptoms; 56.4% (N = 323) reported moderate
to severe social symptoms; and 52.1% (N = 298) reported symptoms
of moderate to severe academic dysfunction.
Demographic Variables With Exposure to
War-Traumatic Events
The relationship of various factors with exposure to traumatic
war events was investigated. One-way ANOVA tests indicate
that the effect of age [F(2,424) = 5.81, p = .003, h2p = .027], gender
[t(570) = 8.915, p < .001, d = .751], father's education level [F
(2,561) = 6.39, p = .002, h2p = .022], mother's education level [F
(2,562) = 9.16, p < .001, h2p = .032], and father's employment [t
(566) = 1.97, p = .04, d = .165] were significant. Bonferroni post
hoc tests show that the oldest age group had more exposure to
war-traumatic events than the middle age group (p = .005). Also,
boys exhibited greater exposure to war-traumatic events than
girls (p < .001). In addition, children and adolescents whose
fathers (p = .001) and mothers (p < .001) had no school
education were exposed to more war-traumatic events than
those whose parents had school education. Moreover, children
and adolescents whose mothers had no school education were
exposed to more war-traumatic events than those whose mothers
had higher education (p = .01). Finally, children and adolescents
whose fathers were unemployed reported more exposure to war-
traumatic events compared to those whose fathers were
employed (p < .04) (see Table 3).
Mental Health Diagnosis Over Time by
Gender, Age and Time (Pre–Post-
Intervention)
PTSD
Mixed ANOVA analyses show a significant effect of time on
PTSD diagnosis, according to DSM-V [c2(1, N = 513) = 77.63,
p < .001]. The prevalence of children and adolescents who met
the diagnostic criteria of PTSD reduced from 57.5% pre-
intervention to 45.6% post-intervention. Mixed ANOVA
analyses reveal a significant effect of time on PTSD symptoms
[F(1, 511) = 15.04, p < .001, h2p =.03]; re-experience cluster
symptoms [F(1, 511) = 12.65, p < .001, h2p = .024]; negative
alterations in cognition and mood cluster symptoms [F(1, 511) =
4.35, p = .03, h2p = .008]; somatic symptoms [F(1, 511) = 13.72,
p < .001, h2p = .026]; cognitive symptoms [F(1, 511) =
42.53, p < .001, h2p = .077]; emotional symptoms [F(1, 506) =
30.00, p < .001, h2p = .056]; and academic dysfunction symptoms
[F(1, 505) = 5.37, p = .02, h2p = .011]. Children and adolescents
reported fewer PTSD symptoms, re-experience cluster
symptoms, negative alterations in cognition and mood cluster
symptoms, somatic symptoms, as well as cognitive, emotional,
and academic dysfunction symptoms after the intervention
compared to before. In contrast, mixed ANOVA analyses show
no significance regarding time for avoidance cluster symptomsTABLE 2 | War Traumatic Events Frequency.
No. Items N %
1. Has your house been destroyed completely by shelling or
bulldozing?
45 7.9
2. Has your house been destroyed partially by shelling or
bulldozing?
149 26
3. Have you seen your neighbors' house destroyed by shelling or
bulldozing?
396 69.2
4. Have you seen other buildings destroyed by shelling or
bulldozing?
298 52.1
5. Have you been shot with live ammunition by occupied forces? 24 4.2
6. Have you been injured (e.g., wounds, burns, or bone break) by
shelling, tanks, artillery, or military planes?
52 9.1
7. Have you been injured to the degree that you lost
consciousness?
53 9.3
8. Have you been exposed to live fire by occupied forces, but you
were not injured?
73 12.8
9. Have you been beaten by occupied forces? 30 5.2
10. Have you been exposed to shelling by tanks, artillery, or
military planes, but you were not injured?
291 50.9
11. Have the occupied forces sieged your house, block, camp, or
zone?
81 14.2
12. Has someone of your family members been killed by occupied
forces?
72 12.6
13. Has someone of your friends, neighbors, or close relatives
been killed by occupied forces?
359 62.8
14. Has someone of your family members been injured by
occupied forces?
113 19.8
15. Has someone of your friends, neighbors, or close relatives
been injured by occupied forces?
305 53.3
16. Have you attended to martyr's funeral? 215 37.6
17. Have you been forced to leave your home during the war? 319 55.8
18. Have you been detained at home during incursion? 244 42.7
19. Have you been threatened to death by being used as human
shield to arrest your neighbors by the army?
60 10.5
20. Have you witnessed the occupied forces destroying house(s)? 322 56.3
21. Have you witnessed or heard shelling by tanks, artillery, or
military planes?
511 89.3
22. Have you witnessed or heard the occupied forces opening fire
against people?
199 34.8
23. Have you witnessed the occupied forces beating someone? 183 32
24. Have you witnessed killing or injuring someone by the
occupied forces?
380 66.4
25. Have you witnessed arresting someone by the occupied
forces?
145 25.3
26. Have you witnessed the occupied forces destroying trees and
farms?
222 38.8
27. Have you witnessed the occupied forces not allow ambulance
access to hospital?
273 47.7
28. Have you witnessed the signs of shelling on the ground? 477 83.4
29. Have you watched mutilated bodies? 343 60
30. Have you witnessed assassination of people by rockets? 246 43March 2020 | Volume 10 | Article 1031
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(p = .99), and social symptoms (p = .21) (see Table 4).
Mixed ANOVA analyses show a significant effect of gender on
PTSD [F(1, 511) = 10.40, p = .001, h2p = .020]; re-experience cluster
symptoms [F(1, 511) = 43.31, p < .001, h2p = .078]; avoidance
cluster symptoms [F(1, 506) = 6.55, p = .01, h2p = .013];
somatic symptoms [F(1, 511) = 5.13, p = .02, h2p = 010];
cognitive symptoms [F(1, 511) = 15.51, p < .001, h2p = 029];
emotional symptoms [F(1, 506) = 57.08, p < .001, h2p = .10]; and
academic dysfunction symptoms [F(1, 505) = 7.61, p = .006,
h2p = .015]. Specifically, girls reported fewer PTSD symptoms, re-
experience cluster symptoms, avoidance cluster symptoms,
somatic symptoms, and cognitive and emotional symptoms
than boys. On the other hand, boys reported more academic
dysfunction symptoms after the intervention when compared to
before. Moreover, the results show no effect of gender in terms of
negative alterations in cognition and mood cluster symptoms
(p = .72), alterations in arousal and reactivity cluster symptoms
(p = .69), and social symptoms (p = .89) (see Table 4).
Mixed ANOVA analyses show a significant effect of age
on academic dysfunction symptoms [F(2, 494) = 3.37,
p = .03, h2p = .013]. A Bonferroni post hoc test shows that the
oldest age group reported less academic dysfunction symptoms
than the middle age group (p = .07). In contrast, mixed ANOVA
analyses display no significant effect of age regarding PTSD
(p = .40), re-experience cluster symptoms (p = .14), avoidance
cluster symptoms (p = .30), negative alterations in cognition and
mood cluster symptoms (p = .18), alterations in arousal and
reactivity cluster symptoms (p = .15), somatic symptoms
(p .99), cognitive symptoms (p = .07), emotional symptoms
(p = .20), or social symptoms (p = .79).
Mixed ANOVA analyses show no significant age × gender
interaction for PTSD (p = .89); re-experience cluster symptoms
(p = .69); avoidance cluster symptoms (p = .98); negative
alterations in cognition and mood cluster symptoms (p = .63);
alterations in arousal and reactivity cluster symptoms (p = .93);
somatic symptoms (p = .74); cognitive symptoms (p = .90);TABLE 3 | Demographic Variables Frequencies.
N % Total trauma
M (SD)
Age
12 or less
13–14
15 or more
11
344
197
1.9
60.1
34.4
p = .003
9.36 (3.95)
11.01 (5.33)
13.18 (5.13)
Gender
Male
Female
241
331
42.1
57.9
p < .001
13.48 (5.11)
8.20 (4.87)
Family size
Below average
Above average
61
460
10.7
80.4
p = .23
10.47 (5.14)
11.31 (5.20)
Type of residence
City
Refugee camp
Village
397
103
59
69.4
18
10.3
p = .16
11.34 (5.29)
11.40 (4.86)
10.00 (5.07)
Family income
Below average
Above average
413
111
72.2
19.4
p = .17
11.39 (5.08)
10.64 (5.40)
Father education
None
School education
Higher education
110
305
149
19.2
53.3
26
p = .002
12.82 (5.23)
10.75 (4.96)
11.35 (5.69)
Father job
Unemployed
Employed
274
294
47.9
51.4
p = .04
11.74 (5.45)
10.87 (5.03)
Father
Alive
Dead
543
22
94.9
3.8
p = .31
11.26 (5.22)
12.40 (6.20)
Mother education
None
School education
Higher education
98
366
101
17.1
64
17.7
p < .001
13.30 (4.96)
10.78 (5.15)
11.26 (5.48)
Mother job
Unemployed
Employed
531
36
92.8
6.3
p = .15
11.22 (5.16)
12.50 (6.42)
Mother
Alive
Dead
550
22
96.2
2.4
p = .68
11.27 (5.23)
11.85 (4.46)
Citizenship
Refugee
Not refugee
141
416
24.7
72.7
p = .48
11.03 (4.66)
11.38 (5.38)TABLE 4 | Means and Standard Deviations of PTSD, PTSD Clusters, Anxiety, Depression, and Functional Impairment Regarding Gender Pre- and Post-intervention.
N (M, F) Pre-intervention Post-intervention
Male
M (SD)
Female
M (SD)
Total
M (SD)
Male
M (SD)
Female
M (SD)
Total
M (SD)
PTSD (total) 513(197, 316) 46.52(25.07) 54.99(25.24) 51.74(25.49) 44.65(24.33) 49.35(24.73) 47.55(24.66)
Re-experience 513(197, 316) 2.83(1.98) 4.06(1.77) 3.59(1.95) 2.75(2.15) 3.54(1.87) 3.24(2.02)
Avoidance 508(194, 314) 0.86(0.84) 1.06(0.85) 0.98(0.85) 0.83(.84) 0.96(0.88) 0.91(0.87)
Negative alterations in cogitations and mood 513(197, 316) 6.18(3.52) 6.66(3.57) 6.47(3.55) 6.24(3.78) 5.97(3.64) 6.07(3.69)
Alterations in arousal and reactivity 513(197, 316) 3.77(2.70) 3.93(2.51) 3.87(2.58) 4.02(2.97) 3.68(2.70) 3.81(2.80)
Somatic symptoms 513(197, 316) 11.01(7.45) 13.61(7.82) 12.61(7.78) 11.07(7.77) 11.21(6.98) 11.15(7.29)
Cognitive symptoms 513(197, 316) 19.10(9.78) 23.13(10.37) 21.58(10.32) 17.37(9.16) 19.60(9.64) 18.74(9.51)
Emotional symptoms 508(193, 315) 16.01(8.16) 22.18(8.75) 19.83(9.04) 14.91(8.27) 19.22(8.87) 17.58(8.89)
Social symptoms 509(194, 315) 16.56(11.53) 17.40(11.71) 17.08(11.64) 16.93(11.83) 15.83(11.23) 16.25(11.46)
Academic dysfunction symptoms 507(192, 315) 12.35(8.55) 10.49(8.57) 11.20(8.60) 13.28(8.64) 11.28(8.70) 12.04(8.72)
Anxiety 501(186, 315) 5.98(4.14) 6.73(4.70) 6.45(4.51) 6.10(4.28) 6.30(4.38) 6.23(4.34)
Depression 495(183, 312) 5.80(3.71) 5.67(3.51) 5.72(3.59) 6.49(3.98) 5.81(3.99) 6.06(3.99)March 2020 | Volume 10 | Article 1031
El-Khodary and Samara School-Based Intervention for PTSDemotional symptoms (p = .59); social symptoms (p = .86); or
academic dysfunction symptoms (p = .24).
Anxiety
The results show that the level of anxiety was mild before the
intervention (M = 6.45) and after the intervention (M = 6.32).
The results also show that there is no significant effect of time
(p = .51); gender (p = .18); or gender × age interaction (p = .24)
on the level of anxiety before and after the intervention (see
Table 4).
Depression
Mixed ANOVA analyses show a significant effect of time on
depression [F(1, 493) = 5.47, p = .02, h2p = .011]. Children and
adolescents reported more depression symptoms after the
intervention compared to before the intervention. In contrast,
the results show no effect of gender (p = .19), age (p = .23), or
gender × age interaction (p = .42) on the level of depression
before and after the intervention (see Table 4).DISCUSSION
The present study was aimed at investigating the effectiveness of
a short-term school-based psychosocial counselling program on
the mental health of children and adolescents. The study was
conducted immediately after the war that took place in July 2014
in the Gaza Strip. This is the third major war that the children
experienced during the last 6 years. As a result, they have been
more likely to develop mental health problems. Professionals
working in the Counselling Department at the Ministry of
Education in the Gaza Strip implemented a short-term school-
based psychosocial counselling program for all students after the
war. Parents, teachers, counsellors, and social workers have been
involved and participated in the intervention. The intervention
started in the first week of the academic year and was aimed at
mitigating the effect of exposure to war-related traumatic events
by reducing PTSD symptoms. It included specific strategies (e.g.,
psychoeducation, psychodrama, role play, storytelling, and free
drawing) that have shown positive effects on children's wellbeing.
Previous results have shown that psychoeducation strategies
(information has been given to the children about the traumatic
events) assist children in restructuring themselves and having a sense
of control, thereby being able to recover faster (21, 22, 38). Moreover,
drama games exercises have been found to be beneficial for trauma
recovery in terms of improving feelings of dysregulation and social
isolation as well as enhancing the sense of power, which can be very
helpful toward the recovery process after trauma exposure (38). In
addition, it has been elicited that using a free drawing strategy enables
children to identify the social support that they need after exposure to
such an event (39). Furthermore, cooperative games, such as
psychodrama, facilitate children promoting cohesion within groups
and fostering cooperation (21, 22). Finally, in the intervention, the
children applied the storytelling strategy, which pertains to speaking
about what has disturbed them about the traumatic experience,
which can let them feel better after doing so (38).Frontiers in Psychiatry | www.frontiersin.org 7The results indicate that almost every child or adolescent had
been exposed to at least one war-traumatic event. Consequently,
the prevalence of exposure to each category of the war-traumatic
checklist (experiencing personal trauma, witnessing trauma to
others, and seeing properties demolition) was very high; at least
92.2% of the children experienced all the types of exposure.
Moreover, 57.5% of the children met the diagnostic criteria of
PTSD according to DSM-V. These findings are in line with
previous studies, thus indicating that the greater the exposure to
traumatic events, the greater the possibility of developing PTSD
symptoms and diagnosis (8, 33, 40). Also, consistent with
previous studies (41, 42), the results show that exposure to
war-traumatic events causes functional impairment, such as
cognitive, emotional, and/or social symptoms.
The results revealed that boys reported more exposure to war-
traumatic events than girls. In the Palestinian culture, boys are
urged to take part in the political activities (43), and accordingly,
they are more liable to be exposed to traumatic events. This is in
line with previous studies (44–46). Furthermore, older children
reported more exposure to war-traumatic events than younger
ones. Culturally, children in Palestine think that the participation
in the community activities is one of their responsibilities, the
sense of which increases as they get older. Accordingly, their
participation in the community activities during the war
increased, and hence, they became more vulnerable to being
exposed to war-traumatic events.
Further, girls exhibited greater improvement in PTSD
symptoms over time after the intervention, a finding in line
with previous studies (47, 48). However, this differs from Qouta
et al. (49), who elicited that school-based intervention had a
more positive impact on boys when compared to girls. With
regards to functional impairment, girls reported lower somatic
symptoms, and cognitive and emotional symptoms compared to
boys, while the latter reported more academic dysfunction
symptoms than the former.
According to the ecological developmental theory, children's
mental health is affected by their characteristics and the social
context, including the family, peer, school, and the community
levels. That is, these factors interact to shape the children's
personality and behavior (50, 51) and play a critical role in
their development (50, 52–55). Therefore, social context appears
to be crucial in the implementation of the intervention for the
children who develop PTSD. Consequently, positive effects from
intervention can be achieved if traumatized children have a
supportive environment (39). Based on the ecological theory,
one of the main aims of the intervention was to include parents
and teachers in its activities, which contributed positively to the
children's mental health during and after the application of the
activities. That is, many children reported improvement in their
mental health after the application of the intervention. This also
can be achieved by including organizations and centers that
provide psychosocial intervention programs for students in
schools and individually for those who report severe mental
disorders. Future studies should also take into account
employment status, educational level, time spent with children,
and parental support.March 2020 | Volume 10 | Article 1031
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Education (TIPE) model to deal with traumatized students. The
model focuses on both defect perspective such as developmental
struggles that students suffer from and strengths perspective such
as psychological resources that students have to success. It is
proposed that three domains are needed for traumatized
children: repairing regular abilities, repairing disrupted
attachment, and empowering psychological resources. In the
current study, teachers were involved in the intervention
program, and they have trained in some counseling activities
to implement with the students. So, they can help the students
who are still struggling in schools.
The results also showed that there is no significant effect of
time, gender, and gender/age interaction on the level of
anxiety before and after the intervention, while for
depression, there was only a significant effect for time;
depression increased after the intervention. These results are
in line with previous studies [e.g., (57)], which indicated that
classroom-based intervention has low effect in reducing
anxiety and depressive symptoms. Therefore, a focused
attention should be given to providing a different kind of
psychosocial support for these disorders. International
consensus guidelines [e.g., the Inter-Agency Standing
Commit t ee ( IASC)] regard ing menta l hea l th and
psychological support in emergency situations agree on the
necessity of a multilayered system of support delivered at
various levels in the social and health systems. Moreover, they
emphasize the importance of the integration of different kinds
of support including: 1) activities for the population as a
whole, such as providing general humanitarian support with
respect to dignity; 2) nonspecialized activities that intensify
protective factors for people who still need more individual or
group intervention. The nonspecialized activities can be
applied by trained and supervised workers (but who may
not have had years of training in specialized care); and 3)
intervention programs that address a smaller number of the
population, who have revealed significant psychological
distress or mental disorders that require more specialized
support (58). These interventions should be focused more
on specific disorders and symptoms such as anxiety
and depression.
The study has several limitations. Firstly, the intervention
was implemented for all students, so there is no control group
to allow for any causal interpretation. Secondly, the post-
intervention was performed only once for all students in all
schools 2 months after the intervention, after which the
students will go through final exams and then holidays.
Thus, a longer follow-up period should be in place to
measure the long-term effects of the intervention. Thirdly,
the results show that anxiety did not reduce after the
intervention, hence leaving a very fertile ground to the
emergence of long-term discrete symptoms. Nevertheless,
the study is of high importance to the understanding of
relevant psychosocial activities in children and adolescents
with PTSD, and more importantly, it sheds light to a warzoneFrontiers in Psychiatry | www.frontiersin.org 8and a conflict context where studies are scarce. A future mixed
method study (quantitative and qualitative) is needed to
investigate in depth the effectiveness of this intervention. A
qualitative-clinical interview study will prompt for more in-
depth responses about the causes and consequences of war
trauma and the benefits of particular aspects of the
intervention that could help in specific PTSD criteria.
Finally, the study depended on children's self-reporting,
which can be a limiting factor and hence future studies
should consider collecting data from other resources, such
as parents and teachers. The Gaza Strip is in a severe
deprivation of basic needs and is regularly exposed to
continuous traumas and political instability. These aspects
need to be taken into account in future studies. On the other
hand, there is a need for proper diagnostic methods that suit
the context of ongoing trauma and thus ongoing PTSD.CONCLUSION
School-based intervention was tailored to decrease the
psychological symptoms and improve resilience among
children and adolescents who had been exposed to war
trauma. It was also designed to provide social support for
parents and teachers in order to bring back their routine
lifestyle. The intervention included strategies such as
storytelling, psychodrama, and role playing, which indicated
a positive effect on reducing the prevalence of a PTSD
symptoms and diagnosis, according to DSM-V classification.DATA AVAILABILITY STATEMENT
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